ABSTRACT This study explored the readiness of stakeholders in Afghanistan for sustaining delivery of the Basic Package of Health Services (BPHS) without external technical and financial assistance. A stakeholder analysis was applied using qualitative methods. Fifteen stakeholders were purposively drawn from the Afghanistan ministries of public health and finance, political representatives, development partners, nonprofit organizations and public health experts. Data were collected through in-depth interviews with the stakeholders and desk review of pertinent documents. We found that sustainability of the BPHS in Afghanistan is questionable as stakeholders are suboptimally organized to come up with effective alternatives. Uneven ownership and divisive positioning are bottlenecks to the evolution of a realistic continuation plan. Those with the most significant influence are lukewarm, while those who are most supportive have the least influence. Sustainability needs to be tackled at the start in designing the BPHS rather than in the wake of eventual donor withdrawal.
Introduction
Sustainability in public health initiatives is often neglected [1, 2] . Experience from Africa shows a decline in healthcare financing and services after withdrawal of external donor support [3, 4] , while a study of the sustainability of immunization programmes in 50 lowand medium-income countries showed poor prospects for continuation and a need for early development of strategies to improve the reliability of financing [5] . However, the issue of sustainability is usually raised at the termination phase of external financing of health programmes rather than at an earlier stage.
After more than two decades of internal warfare which left a damaged health-care system, Afghanistan set up the Basic Package of Health Services (BPHS) in 2003 to roll out standardized services through frontline health facilities. The BPHS was designed, financed and technically supported by external donors and United Nations agencies [6] and implemented through contracting-out to national and international nonprofit organizations (NPOs) and contracting-in arrangements within the Afghanistan Ministry of Public Health (MoPH). The BPHS aims to standardize the health system as well as to improve equitable access to a minimum package of health services at 4 levels: the health post, the basic health centre, the comprehensive health centre and the district hospital, and more recently health subcentres and mobile health teams [7] . The BPHS is funded by three major donors-the United States Agency for International Development, the World Bank and the European Commission (Table 1 )-whose contribution to the BPHS are estimated at 37%, 32% and 29% respectively [8] , with the remaining small proportion from other donors and a negligible contribution from MoPH. Nevertheless, despite the huge contribution of external donors to the health sector, donors make up only 16.4% of total health expenditure [9] . Afghanistan has no provision for social or private health insurance and as a result there is significant out-of-pocket expenditure on health care by the population. Meanwhile, households in Afghanistan must fund the greatest proportion of the health care costs. Out-of-pocket expenditure is estimated as 75% of total health expenditure [10] .
The results that are emerging from the BPHS are indicative of improved health outcomes, with reduction in the infant mortality rate [11] , and coverage for 62% of the poorest population [12] through 1526 primary health-care centres [7] . However, as yet, neither donors nor recipients have a strategy worked out for continuation of the BPHS in case of a decline in donor funding [13] . This paper reports a stakeholder analysis that was conducted to examine the prospects for continuation of delivery of the BPHS, with the goal of providing informed decision-making about developing an exit strategy for donors. The aim was to identify the stands and political positions of stakeholders on the decision-making process in order to develop a sustainable strategy for continuation of the BPHS with reliance on as yet unmobilized resources.
Methods

Study design
A qualitative descriptive design [14] using Schmeer's framework for 
Document review
A document checklist was developed listing the policies and strategies, such as allocation formulae, donor exit strategies, health financing policy and strategies, and these were reviewed. Then other relevant documents available from stakeholders, such as annual budget decrees, donor financial reports, the BPHS contracts and "memorandums of understanding" between MoPH and donors were collected during and after the interviews. These documents were critically reviewed and analysed.
Interviews
The appointments for the interviews were arranged with the participants using email and phone calls. Each interview lasted approximately 40-60 minutes, and all interviews took place at the participant's office, except for the community representative who was interviewed at his house. The interviews were guided by a semi-structured interview guide with questions relevant to each domain of the stakeholder analysis framework. The languages used for interviews were English, Dari or Pashto. The interviews were tape-recorded and transcribed verbatim and then translated into English; the transcripts were verified with the tapes and analysed manually. Themes were developed using directed content analysis of data that was structured by four domains of the stakeholder analysis framework [20] [21] [22] [23] . Then the stakeholders' roles stakeholder analysis [15] was used to address the study aims. Stakeholder analysis is a tool used to examine the feasibility of future policy directions, or to develop strategies to manage important stakeholders [16, 17] . The analysis used in this study involved identification of key stakeholders and exploration of their interest in sustainability of the BPHS, their power and authority for action, their position taken on BPHS sustainability and the impact of a decline in donor funding on the stakeholders [18] . The definitions of the stakeholders' domains were adapted for this study as follows: "Interest" was defined as the degree of importance that the stakeholders gave to the continuation of the BPHS. "Power" was interpreted as the ability of stakeholders to introduce strategies for the BPHS, and helps to understand and address the concerns of stakeholders. "Position" was taken as a supporting, opposing or neutral stance adopted by stakeholders towards continuation of the BPHS in its present form, as well as the extent to which stakeholders are mobilized towards developing a way forward. "Impact" was interpreted as the consequences of the BPHS reform or continuation or scaling down on the different actors. A detailed explanation of each domain defined by Schmeer [15] is shown in Table 2 .
Sample
The BPHS implementation system in Afghanistan is structured by its stakeholders: the MoPH, NPOs, donors/development partners, the Ministry of Finance (MoF), politicians and the community. The MoPH contractsout the BPHS to NPOs; the donors are a financing source; the MoF is partially a financing agent and financing source to the BPHS; the politicians approve the health policies and strategies for the BPHS; and the community are the clients/users of the BPHS services.
A combination of purposive and snowball techniques were used to obtain the sample of stakeholders [19] . A preliminary list of stakeholders who had an interest in the BPHS and who played key roles in the policy-and decisionmaking, fund allocation, monitoring, financing, implementation and consumption of the BPHS services was prepared. From this list, a diverse group of stakeholders with rich information about the BPHS financing were selected for participation from the MoPH, MoF, the Afghanistan Parliament, donor and technical cooperation agencies, and national and international nongovernmental organization. Some of those participants helped to identify other stakeholders pertinent to the study.
Data collection
The data collection took place between July and September 2010. Data were collected through in-depth interviews with 15 stakeholders and a desk review of the documents related to the BPHS. 
Domain
Definition and rating
Interest
The degree of importance that the stakeholder gives to the issue helps the policy-maker to understand the stakeholder and address his/her concerns. A general conclusion is drawn based on the expressions of the stakeholder. Graded as low, medium or high
Power & authority The ability of stakeholder to affect the implementation of reform policy. This is analysed based on the quantity of resources and ability of the stakeholders to mobilize his/her resources for and against the policy. Graded as low, medium or high Position Whether the stakeholder expresses support, opposition or neutrality about the policy in question. Graded as supportive, neutral or opponent Impact on stakeholder Shows the extent to which the policy in question will impact the stakeholder, if implemented. Graded as low, medium or high
‫املتوسط‬ ‫لرشق‬ ‫الصحية‬ ‫املجلة‬ ‫العرشون‬ ‫املجلد‬ ‫اخلامس‬ ‫العدد‬ in each domain were rated according to the thematic analysis. The stakeholders in this study were rated for the each domain by one principal rater and then reviewed by two other raters [23] .
Rigour
A number of measures were taken to enhance the trustworthiness of the data [24] . Interview data from various stakeholders was triangulated [25, 26] with a desk review of the pertinent documents.
Figures and financing data from documents were substantiated with information provided by participants. The interview guide and document checklist were pilot tested with MoPH staff to ensure the clarity of the questions. To allow free expression of their thoughts and feelings, participants selected the language of the interview. Conducting interviews in an appropriate language (local or English) and making field notes on the non-verbal cues of the participants strengthened the credibility of the data [27] . Interviews were transcribed by the principal investigator, who had good command of the local and English languages. The translated version of interview transcripts was verified by the participants to ensure the accuracy of the data. The transcripts were read and reread before analysis. Guidance was sought on the data analysis from experienced members of the team [28] .
Ethical considerations
Ethical approvals were obtained from the ethics review board of the implementing research institution and institutional review board of the Afghan MoPH. Written consent was obtained from participants.
Results
Analyses of the data are presented under the four domains, accompanied by a summary table in which stakeholders' roles are ranked (Table 3 ). To preserve anonymity of the participants, the anecdotes used in this section are not referenced with the participants' name, but with an abbreviation of the category to which they belong to followed by a numeric to indicate the sequence of interviews conducted at the time of data collection.
Stakeholders' interest
Interest was interpreted as the potential advantages and disadvantages that the continuation of the BPHS presented to the stakeholders [15] . The MoPH had a high level of interest and had developed the National Policy and Strategy on Healthcare Financing and Sustainability, 2009-2013, in which different financing mechanisms were strategized. For example, in view of its sustainability, the cost of the programme was kept at minimum, as an ex-official from the MoPH who was interviewed as a community representative (CR) described: "At the time of the BPHS costing, we estimated it US$ 4.5 per person per year which was the lowest cost …just for the sake of sustainability, thus in the future the Government of Afghanistan would be able to afford it." (CR #05)
NPOs were moderately interested in continuation of the BPHS and related this to the good results they had achieved on the ground as contractors of services considering the example in the "Stakeholders' position" section of this paper (see later), but they pointed out bottlenecks that reduced their interest in continuation of the BPHS: "We had cost sharing till 2007 and the people were happy to pay an amount of money…this money was able to manage, in some cases, the entire expenditure of facility for the time there was a gap in receiving funds from the donor, but it was stopped by government." (NPO #07)
Interest among politicians (PT) was low and the continuation of the BPHS did not figure yet on the political agenda. They were not fully aware of the magnitude of external dependency and the reliance on limited resources for continuation of the BPHS, given the widespread poverty in the country. For example: "If the guidelines are made [by MoPH], we will agree on a transparent way for certain services particularly for laboratory and diagnostic equipment, whereas they [users] should pay lesser amount of money than market." (PT #12) Development partners (DP) also showed low interest in the issue and 
Stakeholders' power and authority
Power was defined as the ability of stakeholders to affect the continuation of the BPHS. It is based on the available resources and abilities being utilized for and against the initiative [15] .
Despite its leadership role in the health sector and interest in continuation of the BPHS, the MoPH had low power on the issue because it was felt that the purse-strings were held by development partners and MoF.
The MoF in its position as the revenue collection and resource allocation body had the highest power in mobilizing resources towards continuation of the BPHS. The thinking within MoF was that if the MoPH can prioritize its key areas for continued support then re-alignment of funds from other sources can be explored. As a representative from MoF expressed: "If they [the MoPH] can prioritize their programmes, then we can provide them with few more funds in the budget even if there is a pressure." (MoF #08) "Pressure" here means the political pressure the participant experienced to allocate the fund to other sectors.
Development partners (DP) also exerted considerable power on the BPHS sustainability. Their power stemmed from being the major financiers of the BPHS and managers of contracting for the BPHS: roles that may be complex for government to manage alone. Donors conceded that the design of the BPHS was such that it relied heavily on external support and would continue to do so even in the event of scaling down of funding: "We contract directly to NPOs…in case we decide tomorrow to stop funding, it is not very easy to find such a bulk of money like an easy task to do." (DP #01)
Politicians had considerable power to influence the mechanisms needed for continuation of the BPHS. The following comment by politician is consistent with others' reflections on user fees as a mechanism for the BPHS: "In the past, the user fee matter was rejected, because the Afghanistan Parliament had and currently has this view that user fee should not be encouraged until there are no principles and regulations formulated." (PT #12) NPOs, which comprised large international NPOs and a few local NPOs, were involved primarily as service contractors and as such had a weak political voice within the community to lobby for continued support for the BPHS. They were felt to carry some influence, however, among development partners, based on their performance achievement with contracts. Concerns were expressed by NPOs that additional funds over and above those proved to the BPHS by the government-managed contracting-in model might be superior to the NPOs, thereby limiting their role. "The SM [Strengthening Mechanisms] receive additional financial and technical support, from donor agencies. The donors A B, and especially C, are in favour of SM projects and want to prove that the government provides better services. And they invest additional funds to support SM other than other the BPHS contractors." (NPO #07)
Stakeholders' position
Position was defined as the degree of support, opposition or neutrality to continuation of the BPHS [15] .
The MoPH was largely supportive of continuation of the BPHS but with introduction of new financing modalities involving both a greater degree of government support as well as cost recovery from the community. Thinking was still at an exploratory level, and had started with development of the national health policy and strategy, which had community financing pilots built in as a step towards sustainability [29] . Piloting on community insurance had already launched in five provinces [12] , despite the constitutional stipulation concerning free health services for all citizens [30] . The need for evidence on community health funding, user fees and other community-based mechanisms was raised and there was recognition that strategy dialogue needed to be started with higher government entities, as one participant reflected: "We are in the way to start negotiation with the government, the Ministry of Finance, and also we strategized to examine the new schemes of health care financing such as community health funds, user fee… taxation etc." (MoPH #02) Likewise, another participant asserted: "Most probably we would examine a combination of all options rather than going to for example funding by Government of Afghanistan or donors alone." (MoPH #01) The MoF had a neutral (non-mobilized) stance, maintaining that no steps had been taken to strategize the initiative, and it was interpreted as a technical issue and suggested that it needed to rely on the MoPH rather than depending on increased allocation from the MoF: "…the continuation of the BPHS is a technical matter…the technical ‫املتوسط‬ ‫لرشق‬ ‫الصحية‬ ‫املجلة‬ ‫العرشون‬ ‫املجلد‬ ‫اخلامس‬ ‫العدد‬ and sectoral part relates to Ministry of Public Health itself." (MoF #08) Politician representatives supported continuation of the BPHS but with the use of government revenues and agree with a systematized cost recovery from the community. The Afghanistan Parliament's decision to remove the user fee was cited as an example of political sensitivities towards illogical community recovery schemes, and an inclination towards greater allocation on health and systematic community financial contributions: "There are some taxes to be collected from the agriculture and goods commerce… In addition to that, if the insurance system is accustomed [to it], in this case also one can access good services." (PT #12)
Expert opinion was also supportive of continuation of the BPHS but pointed out the need for a closer interaction of MoPH with higher government entities. As the participant reflected: "I can cooperate with MoPH in the formulation and establishment of the policies and strategies and new initiatives, and devise them, but it relates to how much they [MoPH] accept it, and it needs the power and closeness to them." (CR #05)
Community representatives were in favour of the BPHS continuing at the existing subsidy level and were strongly opposed to a cost-recovery scheme. Low affordability due to the bleak economic scenario in the country was the argument given against cost-recovery from the community: "They [the people] cannot support it financially, because their economic status is already worsened and it is at zero in X [name of village]." (CR #15) Development partners felt that the BPHS should be continued, and pointed to human resource development and limited support for financing as potential contributions: "If there is health care financing process, we can help. And also we can help in human resources development." (DP #06). "The X [name of agency] can work with the Ministry hand to hand." (DP #11) However, there had been little dialogue on moving towards a sustainable plan. NPOs were supportive of the BPHS continuation and expressed readiness to work with government in designing and implementation of pilots using new financing modalities: "We are ready to implement and take part in the [health care financing] pilot studies if they [MoPH officials] want it at the community level… we also have the technical expertise to work with the government, to design and provide support in the study settings." (NPO #07)
Impact on stakeholders
Impact was defined the consequences of modification of the BPHS on the different actors. It provides information on what would be the concerns of all stakeholders in case the BPHS was not supported [31] . A sudden exit of development partners was considered unlikely. However, eventual weaning from financial assistance was regarded with alarm by some and indifference by other stakeholders. The MoPH had apprehensions about the collapse of frontline health care with withdrawal of donor support but was cautiously optimistic about working out some level of maintenance support from external funds to continue the BPHS: +"I don't want to talk about sudden donor exit, which is not anticipated, but of course, if it [external assistance] suddenly stops, the system will collapse." (MoPH #02)
The MoF counted the BPHS as one of the several competing development needs of Afghanistan. The MoF maintained that scaling down would probably be necessary for continuation of the BPHS. However, development needs were seen as more than just the BPHS and would continue to be contributed to by a number of sectors. "It does not mean that the projects will not be affected. The national budget and national priority is not health alone. There is also education. There is also security. There is also infrastructure." (MoF #08) Politicians and community representatives felt that reliance could not be placed on internal budgetary support and could lead to catastrophic expenditure by households, putting health out of reach of ordinary people: "With this much assistance that comes from abroad, we are in such condition [nothing is available in clinics], if these supports are even stopped, then what will happen, if they are not funding, as our people say everything will remain
The NPOs also voiced concerns about the vulnerability of the system, pointing to shortfalls faced even with the existing BPHS contracts. There were apprehensions about not finding sufficient work in case of scaling down of the BPHS. Moreover, there were also apprehensions that with a declining role for donors, the BPHS financing would be invested more in governmentmanaged health care and comparatively less on health care contracted to NPOs.
In summary, we found that there was a high level of interest within the MoPH for continuation of the BPHS, which was reciprocated by NPOs and community. However, these stakeholders had low levels of policy influence on the BPHS continuing. The MoPH was also sufficiently mobilized, having introduced financing policy and piloted alternative financing. However, interest ranged from supportive to lukewarm among the MoF, politicians and donors and there was a clear lack of mobilization of these stakeholders despite significant power and influence on financing reform for the BPHS. Targeted efforts are needed to broaden interest and ownership in sustainability of the BPHS and to come up with a resource contribution plan and accompanying technical modifications. Sustainability needed to be tackled in advance in the design of the BPHS rather than after the eventual donor withdrawal. policy and a strategy backed by pilot studies of community prepayment. However, further efforts are needed to come up with a resource contribution plan and accompanying technical modifications to the BPHS. This will require mobilization of MoF, politicians and development partners and also require grounded evidence from community pilots. The findings also showed that development partners, despite recognizing the issue of problematic sustainability, have shelved the issues rather than working towards developing a workable phase-out strategy. The consequences of fund withdrawal have a bottom-up effect on the community and NPOs, but there is low influence of both these stakeholders on the policy processes.
Review of experience from other low-to medium-income countries argues that programme sustainability can be addressed through mobilizing additional resources, increasing the reliability of financing, and improving programme efficiency [5] . We found that mobilization of additional resources was the main issue that needed to be tackled in Afghanistan, but that this also could involve improving the efficiency of the programme through re-consideration of current implementation strategies. Revenue generation measures that were identified included spreading out the cost of the BPHS across government contributions, household recovery and some level of continued external donor support. Opinion was divided over the relative level of contributions among stakeholders and showed a need for a consensus strategy across all stakeholders. Matching contributions by donors may also be of value in maintaining government contributions into the BPHS. However, all stakeholders felt that, even with cost-sharing mechanisms put in place the BPHS would require considerable scaling down.
A study funded by the World Bank provided similar data about the overall situation of the health sector in
Discussion
Sustainability of donor-supported programmes is a cause for concern, but has not been extensively examined in public health research and therefore the evidence, where available, is largely based on quantitative aspects. Our study probed the qualitative dimensions of continuation of the BPHS in Afghanistan, focusing on financial sustainability in the face of a decline in donor support. We conducted an analysis to ascertain stakeholders' interest in the issue, their relative power and influence, their positions concerning future options and the impact on them. Published literature on Afghanistan has highlighted the importance of different stakeholders in shaping the BHPS and has cautioned about the challenges of sustainability [6] . The need for better understanding of the potential role that stakeholders can play in the BPHS continuation has also been raised [32] . We explored these concerns by looking into stakeholders' potential roles in continuation of the BPHS, and how stakeholders could be influenced to move forward.
The BPHS is almost totally reliant on external aid, and stakeholders are suboptimally organized to come up with effective alternatives. We found that although there was a high level of interest within the MoPH for continuation of the BPHS and a similar interest among the community, there was a varying level of interest among other stakeholders. There is a particular need to advocate for the BPHS continuation and sustainability options among politicians and the MoPH, who are the stakeholders with significant power and influence, but for whom the BPHS is not as yet a major issue. Moving beyond fostering ownership of this issue, there was also need identified for targeted efforts towards mobilization of stakeholders for concerted action. We found that only the MoPH was prepared, by having developed a five-year financing Afghanistan although it did not focus on the BPHS [33] . Recently, the issue of programme sustainability has been given more consideration in developing countries. An understanding of stakeholders plays an important role in bringing reforms that will enhance the continuation of the BPHS [32] . We therefore addressed an important point, which is detection of the stakeholders' potential roles and functions in the continuation of the BPHS, and how they can move the reforms forward.
In summary, Afghanistan is extremely reliant on external aid for implementation of the BPHS. Although sustainability mechanisms need to be introduced into health programming before donor exit, the stakeholder community is as yet poorly organized towards sustainability. Re-assessment of the sources of BHPS financing and of modifications to delivery are needed. The MoPH's health financing strategy is a good starting point; however, efforts towards improving ownership of the issue need to be directed towards other stakeholders in order to develop a consensus strategy. This would need to be followed with a clear time frame and action plan. Efficiency generation measures aimed at design, delivery and monitoring of BHPS were not considered in-depth in the study and this may be considered a weakness of the study. Efficiency measures may require re-examining the costs invested in the management of contracting and in the monitoring of the BPHS, with alternatives designed with a view to reducing transaction costs.
Strengths and limitations
Some of the strengths of the study were that it was conducted in a timely way to respond to the increasing attention of health policy-makers on the topic. Efforts were made to include a wide range of health sector stakeholders, in order to triangulate views. A systematic approach to interviews was followed, from inviting participants and establishing relationships with them, to completion of interviews, to analysis.
Some limitations of our study were that the stakeholders' ranking, which is a highly sophisticated tool designed to be performed by a group of experts, was applied by a single rater. To reduce individual bias, the principle rater's work was reviewed and modified by two secondary raters. Although the idea of focus group discussions was raised as a suitable approach to data collection, these could not be conducted due to feasibility issues. To tackle this issue, the data from community representatives and public health experts were grouped for analysis so that the experts could act as a voice for the community as well. However, focus group discussion might have generated richer results. During the interviews, one participant did not allow us to record his voice and another participant's voice was not recorded due to logistic issues. To resolve this issue, the field notes were used to transcribe the data immediately after interview and the transcribed data were checked by other team members.
Conclusion and policy implications
Although doubts have been raised about the continuation of the BPHS in Afghanistan, stakeholders are presently inadequately organized to tackle this issue. Uneven ownership and divisive views are potential bottlenecks to evolution of a realistic continuation plan.
The Government of Afghanistan's updated health care financing policy and strategy should be revisited and a clear time frame and action plan for piloting each intervention should be defined and moved forward. This can be strategized wisely by involving stakeholders in order to understand their interest, power and position towards the interventions and their impact on stakeholders. This paper can be used to inform this process. Competing interests: None declared.
